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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State of Indiana

A. The following charges are imposed on the categorically needy for services other than those provided under section 1905(a)(1) through (5) and
(7) of the Act:

Type of Charge
Service Deduct.  Coins.  Copay Amount and Basis for Determination

Transportation X $0.50 for transportation services for which Medicaid pays $10.00 or less
$1.00 for transportation services for which Medicaid pays $10.01 to $50.00
$2.00 for transportation services for which Medicaid pays $50.01 or more
Pharmacy X Fifty cents ($0.50) for each generic legend drug dispensed
Three dollars ($3.00) for each brand name legend drug dispensed
Fifty cents ($0.50) for each nonlegend drug dispensed, whether brand name or generic

Fifty cents ($0.50) for each compounded prescription dispensed, whether legend or nonlegend

$3.00 for nonemergency services (procedures billed outside a designated emergency procedure

Emergency Room X
code range) when provided in a hospital emergency room
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